and was categorized as ''early'' (I/II) and ''advanced'' (III/IV).
We used 2 and analysis of variance to calculate univariate differences. Overall survival analysis was conducted using Kaplan-Meier method with log-rank statistic and Cox proportional hazards modeling. The data were analyzed using statistical software (SPSS, Version 23.0, IBM Corp, Armonk, NY).
We examined 2709 patients with MCC. Increased dermatologist density was significantly associated with better overall survival for patients with MCC (P ¼ .048). Higher median household income, metropolitan status, and increased density of primary care physicians and hospitals with oncologists were also associated with increased dermatologist density. Tumor stage did not significantly differ with regard to dermatologist density (Table I) .
In Paradoxically, our analysis did not reveal an association between dermatologist density and tumor stage at diagnosis, however we interpret these results with caution. AJCC 6th edition, 4 over 7th edition, 5 staging was used as it was available for far more cases. The AJCC 6th edition groups MCC with cutaneous squamous carcinoma and 80 other cutaneous neoplasms and thus may not be an adequate gauge of disease severity. 6 Limitations of this study include an information bias because of the use of registry and census tract data. Further studies are necessary to confirm and further explore this association. size, degree of urbanization, and adjacency to metropolitan area. Counties in metropolitan areas had populations that ranged from \250,000-[1 million. Nonmetropolitan counties were defined as completely rural counties or urban counties with \2500 in population, with adjacency to metropolitan areas included. Counties in urban areas had a population [2500 and included counties both adjacent and not adjacent to a metropolitan area. z Served as our proxy to access to oncologists, as this was the most relative variable in the US Department of Health and Human Services Area Health Resource File. We calculated the average number of hospitals with oncology services/county between 2004 and 2012. We then categorized as ''low'' (0-1.6 hospitals/100,000), ''intermediate-low'' (1.61-3.6 hospitals/100,000), ''intermediate-high'' (3.61-8.6 hospitals/ 100,000), and ''high'' (8.61-44.6 hospitals/100,000). Multivariable regression models were built using backward stepwise selection with a univariate of P \.15 for inclusion into the model. Statistical significance for the final model was determined at P \.05. CI, Confidence interval; HR, hazard ratio.
